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Maui Sparrow Confirmed Negative for West Nile Virus
On Friday, September 24, 2004, the De-
partment of Health (DOH) reported that
a live sparrow trapped at the Kahului
airport on Maui tested positive for West
Nile virus (WNV).  It was part of a
group of 20 birds trapped at the airport
by the United States Geological Survey
(USGS) and tested for the disease.  It is
the first  serologically positive animal
or person with no travel history to be di-
agnosed in Hawai`i. Since then, another
28 birds have been trapped from the
same area.  None in the second group
tested positive.  

On September 30, the Centers for Dis-
ease Control & Prevention (CDC) con-
firmed that the serum was negative for
WNV by Plaque Reduction Neutraliza-
tion Test (PRNT) � the confirmatory
test to identify the infecting virus.  If the
serum had been confirmed to be WNV
positive, by inference it would have in-
dicated that the virus had been present
on Maui for weeks to months with local
transmission occurring over a wide
area.

Hawai`i and Alaska are the only states
that have not reported West Nile Dis-
ease (WND) in animals or humans.

Diagnostic Testing
The bird was tested with an IgM Cap-
ture ELISA (MAC ELISA) assay adapt-
ed for chicken and crows at the DOH
laboratory, a test that detects viral spe-

cific immunoglobulin M (IgM) pro-
duced during the first few days after on-
set of symptoms.  However, this test is a
screening test that generically detects
flaviviruses, which includes yellow
fever, Japanese B encephalitis (JE),
Murray Valley fever, St. Louis en-
cephalitis (SLE) and dengue fever
viruses.  In addition, the sample was
also tested to detect seroreactivity to
SLE.  The second test was also a proba-
ble positive for IgM antibody to SLE.

An aliquot of sera was sent to the Or-
ange County (CA) Vector Laboratory
and tested using a blocking ELISA as-
say which is more specific to West Nile
antibodies. This blocking ELISA test
targets an immunodominant West Nile
epitope on the West Nile Virus NS1
protein. The serum tested negative for
WNV antibodies but positive for JE an-
tibodies. 

On Tuesday, October 5, 2004 the CDC
reported negative results for  WN, SLE
and JE by the PRNT.  

St. Louis Encephalitis
SLE is a flavivirus that produces a dis-
ease similar to WND in humans.  It is
endemic in the United States, and its
range extends south as far as Brazil.  Its
cycle is similar to that of WNV, being
transmitted between birds and mosqui-
toes (Culex spp.), with humans being a
dead end host.

However, a major difference from
WNV is that SLE does not produce dis-
ease in animals.  Antibodies may be
found in birds, but not in horses.

SLE has never been diagnosed in
Hawai`i in humans, although people are
rarely tested for the disease.

Japanese B Encephalitis
Japanese B encelphalitis (JE) is a mos-
quito (Culex spp.) transmitted flavivirus
that is widely distributed throughout
Asia, and has been associated with rice
growing areas.  Pigs are considered the
primary amplifying hosts.  Many other
mammalian species may develop high
anti-JE antibody titers, but are not con-
sidered essential to the viral amplifica-
tion cycle.  Ardeid birds, such as egrets,
and some species of cormorants and
herons exhibit high seroconversion
rates and may contribute to ongoing
virus amplification.

JE has never been diagnosed in Hawai`i
in humans.

An Old Study
In 1964, Dr. Gordon Wallace et. al pub-
lished a paper in the Hawai`i Medical
Journal1 in which they reported finding
antibody against JE, SLE and Western
equine encephalitis (WEE) viruses in
significant amounts in sera of four of
754 birds examined in Hawai`i.  One of
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the birds had been imported from India.
However, the above diseases have never
been diagnosed in humans or horses
(WEE).

Surveillance:  Past and Present
Live Birds
Previous to the positive sparrow detected
last week, no live birds collected at the
Kahului, Honolulu and Dillingham air-
ports have tested positive.  Weekly test-
ing of live birds commenced two years
ago by the USGS.  Trapping and testing
continued twice-weekly until the nega-
tive results were received.

Dead Birds
Statewide dead bird testing has been on-
going since the spring of 2004.  No birds
tested have been positive for WNV.
There has been no recent increase of the
number of dead birds collected at Kahu-
lui airport.  Residents are being asked to
continue to report sightings of dead birds
to enable testing of the birds.  Testing of
dead birds is the best indicator of the
presence and geographic range of the dis-
ease.

Equine Surveillance.
Surveillance for WND in horses has been
conducted by the Department of Agricul-
ture (DOA) since 2003.  Diagnostic sam-
ples are sent to the National Veterinary
Services Laboratory in Ames, Iowa.
None of the horses tested to date have
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been positive for WNV.  Active surveil-
lance by the DOA is continuing through
regular contact with equine practitioners.
Encephalitic horses that die or are eutha-
nized will have serum samples split, with
an aliquot being sent to the DOH labora-
tory for WNV testing.  Brain stem sam-
ples will be obtained with owners
consent from such horses for PCR test-
ing.

Human Surveillance.
Human surveillance has been conducted
in Hawai`i since 2003.  An imported case
exposed in Minnesota was diagnosed
here in 2002.  All diagnostic testing is
done at the DOH laboratory.  There have
been no positive test results.

Upon being notified of the positive spar-
row, the DOH Disease Outbreak and
Control division issued a medical alert to
primary care providers in the state, which
included a report form for cases of en-
cephalitis.  Physicians are being asked to
report any cases of encephalitis or
meningo-encephalitis in patients, and to
provide serum and cerebrospinal fluid
samples for West Nile testing.

The DOH took emergency steps to quick-
ly implement an amendment to the notifi-
able disease administrative rules to
require reporting of clinical cases of en-
cephalitis and meningo-encephalitis.

Mosquito Surveillance
Mosquito surveillance has been conduct-
ed statewide since the spring of 2004.
Pools of trapped mosquitoes have been

tested during this peri-
od.  All results have
been negative.

Since the discovery of
the positive bird, sur-
veillance has been in-
creased on Maui, with
adulticide and larvi-
cide spraying in a
four-mile radius
around the airport.
Trapping and spraying
has been ongoing at
the Honolulu airport
and harbor and the
Barbers Point harbor.
Activities include trap-
ping and testing mos-
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quitoes and spraying larvicides in storm
drains.  The DOH Vector Control branch
is also looking into the possibility of aer-
ial spraying, and development of a plan
of action if the disease is indeed con-
firmed

Additional Funding
The DOH, through the governor�s office,
is also requesting additional federal fund-
ing to assist in the effort to control and
hopefully eradicate this disease before it
becomes established.

For More Information and
Individual Prevention Activities
A review of the disease and the preven-
tion program in Hawai`i was published in
the July-August 2004 issue of the Com-
municable Disease Report, online at the
DOH website (www.hawaii.gov/health).

Individuals are encouraged to participate
in this prevention effort by:
1) reporting dead birds by calling 211 for

appropriate instructions;
2) reducing mosquito populations at

home and the workplace by eliminat-
ing standing water where mosquitoes
can breed;

3) repairing and maintaining window and
door screens to keep mosquitoes out
of homes;

4) wearing long pants and long-sleeved
shirts when outdoors, and 

5) using repellent that contains DEET®

when outdoors.

For more information, please call the
Bioterrorism Preparedness Branch in
Honolulu at (808) 586-4586, on Hawai`i
at (808) 933-0912, on Maui at (808) 984-
8213 and on Kaua`i at (808) 241-3563.

REFERENCE.
1. Wallace, G.D., Oda, A., Kissling, R.E.,
and Quisenberry, W.B.  Arthropod-borne
Virus Survey on the Island of O`ahu,
Hawai`i.  1964.  Haw. Med. J., 23(5):
364-368.

2. Beran, George W., and Steele, James
H., Editors.  Handbook of Zoonoses, 2nd
Ed., Section B: Viral.  1994.  Boca Raton,
FL, CRC Press, 582pp.

Submitted by David M. Sasaki, D.V.M.,
M.P.H., Veterinary Medical Officer, Dis-
ease Outbreak and Control Division.
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Communicable Disease Investigations and Outbreaks
Hawai`i  2003

Hawai`i Administrative Rules currently
require that health providers, health facil-
ities, and laboratories report 58 diseases
or conditions, including events of bioter-
rorism and clusters of illness, to the De-
partment of Health (DOH).  Fifty-four
are designated by the Council of State
and Territorial Epidemiologists as nation-
ally notifiable diseases.  Confirmed and
probable cases are reported to the Centers
for Disease Control and Prevention
(CDC) on a weekly basis via the Nation-
al Electronic Telecommunications Sur-
veillance System.  Tuberculosis, sexually
transmitted diseases, AIDS/HIV,
Hansen�s disease, and lead surveillance
data are reportable to individual pro-
grams.  All other reportable illnesses are
investigated by the Disease Investigation
Branch (DIB). 

In 2003, Hawai`i�s ten most frequently
reported infectious diseases (in descend-
ing order) were: chlamydia, gonorrhea,
influenza and influenza-like illness (ILI),
campylobacteriosis, salmonellosis, pneu-
mococcal disease, streptococcal infec-
tions, AIDS/HIV, tuberculosis, and
giardiasis. Refer to Table 1 for the dis-
ease incidence for Hawai`i�s notifiable
diseases 1999 - 2003.

The Disease Investigation Branch in con-
cert with the District Health Offices for
the counties of Kaua`i, Maui, and
Hawai`i conducted 1,511 investigations
affecting 840 ill individuals.  This is a
marked increase from the previous year
when there were 657 investigations af-
fecting 745 ill individuals.  The increase
is likely due to three factors:  1) In-
creased staffing through bioterrorism pre-
paredness funding has increased the
number of investigations that can be
done.  2) As of January 2003, procedures
for logging illnesses changed resulting in
more documented investigations. 3) Con-
tinuing improvements to reporting
processes and laboratory testing capacity
are likely resulting in more illnesses be-

ing reported than in previous years.
Summaries of 2003 investigations and
outbreaks by reporting category are listed
below.

Fish Poisoning
Twenty-six incidents of Ciguatera poi-
soning were reported involving 64 cases
of 71 exposed.  Recreationally caught
fish (where the exposed person caught
fish themselves) accounted for 15 (57%)
of these incidents; nine (35%) were asso-
ciated with fish purchased from a market
or vendor; and two (8%) occurred from
fish obtained from a friend/relative.  Re-
fer to Table 2 for a list of implicated fish
and the reported catch sites in these inci-
dents.

Scombroid poisoning accounted for 19
outbreaks (two or more ill) and 19 addi-
tional single reports.  Scombroid out-
breaks were associated with restaurants
(19), hospital cafeterias (3), a catering
workplace (1) and store-bought fish eaten
at home (1).  Of the 19 single scombroid
incidents, 14 (74%) were related to
restaurants, two (11%) to employee cafe-
terias, one to fish purchased from a ven-
dor, one to fish from a private fisherman,
and one to canned tuna from a store.  Re-
fer to Table 3 for a list of implicated fish
types and locations of preparation.

There was one incident of hallucinogenic
fish poisoning reported in 2003 from
Kaua`i.  After four persons ate mullet
caught by a friend, three became ill with
one person experiencing nightmares/hal-
lucinations.

Food-borne Outbreaks
The DIB received an additional 228
food-borne illness complaints not related
to fish poisoning.  Of these, seven out-
breaks were detected and subsequently
investigated.  The etiology was con-
firmed in four of the outbreaks.  A viral
agent was thought to be the cause of an-
other outbreak and the agent could not be

determined in the two others.  Refer to
Table 4 for a detailed listing of all food-
borne outbreaks. 

The following two outbreak summaries
are typical of the investigations that the
DIB conducts and demonstrate the im-
portance of timely reporting, the benefits
of molecular sub-typing methods such as
pulse field gel electrophoresis (PFGE),
and the challenges posed in investigating
such outbreaks.

Staphylococcal Intoxication
Associated with a Church Retreat
Camp, Moloka`i
On June 20, 2004 the DIB received re-
ports of participants from a youth church
retreat camp presenting to the local emer-
gency room.  Symptoms included vomit-
ing, nausea, abdominal cramps, diarrhea,
and headache occurring within three to
six hours after eating at the retreat.  The
names of 23 people who registered at the
emergency room were received.  Six of
the 23 (26%) were reached and consented
to interviews.  The organizers of the re-
treat declined to provide additional case
contact information.  Food for the retreat
had been brought to Moloka`i from
O`ahu and prepared at the camp.  Clinical
specimens collected in the emergency
room and leftover spaghetti sauce col-
lected from the camp were sent to the
State Laboratories Division.  The Med-
ical Microbiology Branch analyzed the
clinical specimens and isolated Staphylo-
coccus aureus. The Environmental Mi-
crobiology Section analyzed the
spaghetti sauce and also isolated Staphy-
lococcus aureus.  The Bioterrorism Labo-
ratory performed toxin immunoassay for
staphylococcal enterotoxin B (the sus-
pected cause of illness) and pulsed field
gel electrophoresis (PFGE) on the
Staphylococcus aureus isolates.  The en-
terotoxin was found in both the clinical
and food isolates and PFGE patterns in
the clinical isolates matched those in the

continued on page 4
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break is unknown but the two resulting
secondary cases were unvaccinated
household contacts.  The second outbreak
occurred among two sisters who had
been improperly vaccinated.  The family
had moved here from out-of-state and
both girls received their first vaccination
before their first birthday.

The source of the second outbreak was
unknown but the onset is notable for be-
ing concurrent with the onset of a
measles outbreak in the Republic of Mar-
shall Islands, where more than a 1,000
cases of measles, including three deaths,
occurred.  The bulk of the cases in the
Marshall Islands outbreak were seen be-
tween July and September with the first
onset on July 13.  This is also when the
bulk of the Hawai`i measles cases were
seen in 2003.  Three imported cases from
the Marshall Islands outbreak resulted in
seven secondary cases who were respon-
sible for initiating the third and fourth
outbreaks.  The third outbreak occurred
within two apartments of young, preg-
nant Marshallese women who came to
O`ahu to give up their babies for adop-
tion.  The index case was imported from
the Marshall Islands and was the source
of transmission to three other household
contacts.  The fourth outbreak started
with an imported case from the Marshall
Islands who transmitted it to three other
cases with familial and other community
ties.  This was followed by another im-
ported case that appeared within the same
community.  All of the cases in the third
and fourth outbreaks were Marshallese.

As a result of the Marshall Islands out-
break, the DOH worked with the O`ahu
Marshallese community and developed a
church-based vaccination program.  Be-
tween November 2003 and March 2004
there were two immunization sessions in
each of six different churches.  A total of
208 measles-mumps-rubella (MMR) vac-
cinations were given.  Most of the recipi-
ents were beyond school age.

Influenza
Hawai`i public schools are required to
contact the DOH when the rate of absen-
teeism exceeds 10% for the entire school

and 20% for a single class or grade.
Schools experiencing high absentee rates
of students demonstrating ILI symptoms
(fever coupled with one or more respira-
tory symptoms) are sent kits to collect
nasopharyngeal, pharynx, or nasal wash
specimens for submission to the State
Laboratories Division for culture isola-
tion and possible strain-typing.  An out-
break is confirmed when at least one
student has an influenza positive culture
or rapid antigen test.  Determining the
causative agent of the outbreak is helpful
in control and prevention of further cases.
Three outbreaks were identified in 2003
and investigated early in the year.  The
first was in a nursing home and the other
two were in elementary schools.  Refer to
Figure 1 for a classification of strain
types identified during the year.  

Outbreak of Influenza A in an O`ahu
Nursing Home
On January 20, 2003, the DIB was noti-
fied by the infection control nurse for an
O`ahu nursing home that eight residents
were exhibiting influenza-like symptoms,
including fever and respiratory symp-
toms.  Residents were given prophylactic
medicines and specimens were taken
from those who were still symptomatic.
All those who were ill had received flu
shots.  One case had a rapid test positive
for influenza A, but the virus culture was
negative.  One of three others with cul-
tures was positive for influenza A(H3)
and thought to be the A/Panama strain,
which was the predominant H3 strain cir-
culating at the time.  Most specimens
were taken 72 hours after onset and may
not have contained enough virus to grow
in culture, but were likely also influenza
A.  The infection control for the nursing
home speculated that employees may
have been the source as their flu vaccina-
tion rate was at 75% while the resident
rate was at 95%.

Probable Outbreak of Influenza in an
O`ahu Elementary School 
On February 24, 2003, the DIB was noti-
fied by the school health nurse that ten
(38%) of the students from Grade 4 were
absent with influenza-like symptoms in-
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food isolates.  This confirmed an out-
break of Staphylococcal intoxication had
occurred, with the spaghetti sauce impli-
cated by laboratory evidence.  The full
extent of the outbreak, however, could
not be determined due to lack of partici-
pation in the investigation from the par-
ties involved.

Probable Outbreak of a Viral Illness
Associated with a Wedding, O`ahu
On September 2, the DIB was notified of
gastrointestinal illness among attendees
of a wedding banquet on a private estate
in Leeward O`ahu on August 30.  The
host provided a guest list.  A sushi cater-
er and a Honolulu restaurant catering the
event provided menus.  Eighty-four at-
tendees reported symptoms including
vomiting, nausea, abdominal cramps, di-
arrhea, and headache occurring 6.5 to
77.5 hours after eating.  The large range
indicated possible secondary transmis-
sion of illness.  No clinical or food sam-
ples were available from the event but
potable water from the spigot near the re-
strooms on the estate was collected by
the DOH.  Analysis by the Environmental
Microbiology Section found the water to
be free of fecal coliform contamination.
Statistical analysis of the 137 people in-
terviewed implicated sushi as the source
of illness.  The characteristics of illness
reported suggested a viral etiology.

Vaccine Preventable Diseases
The DIB investigates suspected cases of
vaccine preventable diseases in the state
of Hawai`i.  A total of 48 investigations
were initiated involving reportable vac-
cine preventable diseases. This represents
an 8% decrease compared to 2002 inves-
tigations, despite substantial measles ac-
tivity in 2003 (see below).  Pertussis
cases declined 63% from 2002.  A sum-
mary of investigations for each disease
appears in Table 5.

Measles Outbreaks
There were four measles outbreaks in-
volving 15 cases during 2003.  The
source for the index case for the first out-
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cluding fever, cough and headache.  Four
had onset of illness on February 22 and
six had onset of illness on February 23.
There was no laboratory testing as the ill
students were not in school.  By February
28, no further cases were reported. 

Influenza A Outbreak in a Moloka`i
Elementary School
On February 27, the Maui District Health
Office (MDHO) received notification
from a school health aide that 29 (42%)
of the students from the school had an in-
fluenza-like illness, with onset dates
ranging from February 2 to February 27.
The MDHO received the names and con-
tact information for the cases and
arranged for a public health nurse (PHN)
to do nasopharyngeal swabs on the more
recent cases.  While most of the students
were treated by a local physician and had
no testing done, two students were cul-
tured by the PHN and found to be posi-
tive for influenza A.

Zoonoses
Murine Typhus
There were 38 cases of murine typhus
fever reported in 2003, nine fewer than in
2002.  Maui County (islands of Maui and
Moloka`i) reported 15 cases (14 on Maui
and one on Moloka`i), while O`ahu re-
ported 12 and Kaua`i 11.  No cases were
reported from Hawai`i.

Leptospirosis
There were 36 cases reported statewide
with Hawai`i reporting 16 followed by
Kaua`i 10 and O`ahu 9.  One case was re-
ported in a tourist after returning to the
mainland.

Dengue Fever
The outbreak that started in 2001 and
spilled over into 2002 did not continue in
2003.Three imported cases were report-
ed:  two from the Philippines and one
from the Marshall Islands.

Hepatitis Summary
The DIB investigates reports of acute and
chronic hepatitis.  Prophylaxis of im-
mune globulin and vaccine are offered to
contacts of acute cases of hepatitis A.

Contacts of acute cases and chronic carri-
ers of hepatitis B are evaluated for their
immune status and susceptible contacts
are offered the hepatitis B vaccination se-
ries. 

Hepatitis A
A total of 13 cases were reported in 2003,
representing a 48% decline in the number
of cases reported from 2002.  No clusters
or outbreaks were identified.  By island,
eight were from O`ahu, two from the Big
Island, two from Maui, and one from
Kaua`i.

Hepatitis B
A total of 26 cases of acute hepatitis B
were reported to DOH, a 54% increase
from 2002.  Twenty cases were reported
on O`ahu, four on Maui and two on
Kaua`i. 

The Hepatitis B Perinatal Program identi-
fied 231 infants born to carrier mothers in
calendar year 2003.  Two hundred twen-
ty-four received HBIG (97%) and 171
(62.8%) as of June* completed the three
dose vaccine series (*children born after
October 2002, would not yet have been
due for their third dose).  Eighty-eight
percent of the infants that had post-vac-
cine serology at one year of age or older
showed immunity to hepatitis B.

The hepatitis B high-risk program regis-
tered 2200 individuals as opposed to
3963 individuals in 2003, but this de-
crease was due to the elimination of reg-
istration of prison inmates, STD clients,
IV drug users and HIV/AIDS clients.
Vaccines are still provided but these
groups are no longer tracked by the pro-
gram.  Over 1,500 individuals were seen
at the Lanakila Immunization and Vac-
cine Evaluation (LIVE) clinic and tested
for serological markers for exposure to
hepatitis B.  More than half were posi-
tive, with 46% being chronic carriers and
six percent infectious at the time of test-
ing.  All of those who were identified as
susceptible (47%) started the vaccine se-
ries.

Hepatitis C
Hepatitis C has been a reportable disease
since October 1997.  Ascertaining the ex-
act number of cases has been problemat-

ic due to retesting and duplicate reporting
by physicians and laboratories.  Provi-
sional data for the five-year period from
1998 to 2003 shows the mean number of
new cases per year at 1,665 with 64% of
the cases in males and 36% of the cases
in females.  See Table 6 for a breakdown
of cases by year and age group.

Other Significant Disease
Activity

Severe Acute Respiratory Syndrome
(SARS)
In late February of 2003, reports of a new
emerging disease named Severe Acute
Respiratory Syndrome (SARS) was re-
ported from China.  In March, the first
suspect case in the state was identified on
Kaua`i.  Between March and July a total
of six suspected cases were identified.
Five of the six cases were eventually
ruled out through laboratory testing.  The
sixth case, a merchant marine, remains
classified as a �suspect� case because he
could not be reached to do necessary lab-
oratory testing to be ruled out.  No con-
firmed or probable cases of SARS were
reported in the state.

Bacterial Meningitis
In July of 2003, two cases of meningo-
coccal meningitis, less than three weeks
apart, were reported on the island of
Hawai`i in young children.  Although all
household contacts of the first case were
given prophylaxis, it was discovered that
there was possible contact between the
first case and the second case.  Both cas-
es belong to the same ethnic group and
are in frequent social contact.  Both cases
also attended the same church.  Due to
shared housing and the mobility of this
community, a decision was made to ad-
minister prophylaxis to as much of the
community as possible.  The DOH pro-
vided prophylaxis at a Sunday church
service.  No further cases of meningococ-
cal disease were seen and a possible out-
break was averted.

Submitted by Eric Brown, Epidemiologi-
cal Specialist, Disease Investigation
Branch, Disease Outbreak and Control
Division.
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Table 1: Summary of Notifiable Diseases, State of Hawai`i 1999 � 2003
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Table 2: Implicated Fish Types in
Ciguatera Incidents by Island and Location of

Catch Site, State of Hawai`i 2003

Figure 1: Influenza by Strain Types,
State of Hawai`i 2003

Table 3: Implicated Fish Types in Scombroid Incidents
by Island and Preparation Site, State of Hawai`i 2003



-8-

Table 4: Summary of Food-borne Outbreaks, State of Hawai`i 2003

Table 5: Vaccine Preventable Disease Investigations
by Island and Final Diagnosis, State of Hawai`i 2003

Table 6: Hepatitis C Infections Reported by Age, State of Hawai`i 1998 � 2003



Helping Hawai`i Prepare for
a Large Scale Public Health
Emergency
An act of terrorism, a large scale
natural disaster, or a serious tech-
nological accident in Hawai`i will
require rapid access to large quan-
tities of pharmaceuticals and med-
ical supplies. Such quantities may
not be readily available unless spe-
cial stockpiles are created. With
limited resources, many states in-
cluding Hawai`i have found it dif-
ficult to create sufficient stockpiles
on their own. Therefore, the Federal
Government created a national stockpile
of pharmaceuticals and medical supplies
as a resource for all.

In 1999 Congress charged the United
States (U.S.) Department of Health and
Human Services (HHS) and the Centers
for Disease Control and Prevention
(CDC) with the establishment of the Na-
tional Pharmaceutical Stockpile (NPS).
The mission was to provide a re-supply
of large quantities of essential medical
materiel to states and communities dur-
ing an emergency within twelve hours of
the federal decision to deploy.

The Homeland Security Act of 2002
tasked the Department of Homeland Se-
curity (DHS) with defining the goals and
performance requirements of the pro-
gram as well as managing the actual de-
ployment of assets. Effective on March 1,
2003, the NPS be-
came the Strategic
National Stockpile
(SNS) and is cur-
rently co-managed
by the DHS and
HHS. The SNS Pro-
gram, under the
guidance of the
CDC, works with
governmental and
non-governmental partners to upgrade
the nation�s public health capacity to re-
spond to a national emergency. Critical to
the success of this initiative is ensuring
that upon a federal decision to deploy, the
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The Strategic National Stockpile (SNS)

requesting state or community is able to
receive, store, and distribute the SNS as-
sets.

The Hawai`i Department of Health
(DOH) was tasked with and has complet-
ed the development of the Hawai`i
Strategic National Stockpile Plan.  This
plan, a �living� document, ensures that
upon the request and federal decision to
deploy, the State of Hawaii is able to re-
ceive, store, distribute, and most impor-
tant, effectively manage the SNS assets.

A National Repository of Life-Saving
Pharmaceuticals and Medical Materiel
The SNS is a national repository of an-
tibiotics, antivirals, vaccines, chemical
antidotes, antitoxins, life-support med-
ications, IV administration, airway main-
tenance supplies, and medical/surgical
items. The SNS is designed to supple-
ment and re-supply state and local public

health agencies in
the event of a na-
tional emergency
anywhere and at
anytime within the
U.S. or its territo-
ries.

The SNS is orga-
nized for flexible re-
sponse. The first

line of support lies within the immediate
response 12-hour Push Packages, a cache
of pharmaceuticals, chemical antidotes,
and medical supplies that are positioned
in strategically located, secure warehous-

es across the country.  Weighing in
excess of 50 tons and packed into
130 specialized airline cargo con-
tainers a Push Package has been
configured to be immediately
loaded onto either trucks or com-
mercial cargo aircraft for the most
rapid transportation. Designed to
provide rapid delivery of a broad
spectrum of assets for an ill de-
fined threat in the early hours of an
event, Push Packages can be deliv-
ered anywhere in the U.S. or its
territories within 12 hours of a fed-

eral decision to deploy.

If the incident requires additional phar-
maceuticals and/or medical supplies, fol-
low-on vendor managed inventory (VMI)
supplies will be shipped to arrive within
24 to 36 hours. If the causative agent is
well defined, VMI can be tailored to pro-
vide pharmaceuticals, supplies and/or
products specific to the suspected or con-
firmed agent(s). In this situation, VMI
could act as the first option for immediate
response from the SNS.

Determining and Maintaining SNS
Assets
To determine and review the composition
of the SNS Program assets, DHS, HHS
and CDC jointly consider many factors,
such as current biological and/or chemi-
cal threats, the availability of medical
materiel, and the ease of dissemination of
pharmaceuticals. One of the most signifi-
cant factors in determining SNS compo-
sition, however, is the medical
vulnerability of the U.S. civilian popula-
tion.

The SNS Program ensures that the med-
ical materiel stock is rotated and kept
within potency shelf-life limits. This in-
volves quarterly quality assurance/quali-
ty control checks on all Push Packages,
annual 100% inventory of all Push Pack-
age items, and inspections of environ-
mental conditions, security, and overall
package maintenance. 

continued on page 10
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Supplementing State and Local
Resources
During a public health emergency threat-
ening our community, state and local
stocks of medical materiel will be deplet-
ed quickly. As a safeguard measure the
state of Hawai`i can bolster its response
to a public health emergency by request-
ing the 12-hour Push Package, VMI, or a
combination of both through the SNS
Program, depending on the situation.

When and How will the SNS be
Deployed to Hawai`i?
The decision to deploy SNS assets may
be based on evidence
showing the overt re-
lease of an agent that
might adversely affect
public health. It is
more likely, however,
that subtle indicators,
such as unusual mor-
bidity and/or mortality
identified through the
nation�s or DOH�s
disease outbreak sur-
veillance and epide-
miology network, will alert DOH
officials to the possibility (and confirma-
tion) of a biological or chemical incident,
or a national or local emergency.

To receive SNS assets, the Director of
Health (in consultation with the State
Epidemiologist) will determine the ap-
propriate disease control measures and
subsequently will coordinate with The
Adjutant General (TAG), the Vice-Direc-
tor of Civil Defense, and the County
mayors to report these findings and rec-
ommendations to the Governor.  The
Governor will then request the deploy-
ment of the SNS assets from the CDC or
DHS. DHS, HHS, CDC, and other feder-
al officials will evaluate the situation and
determine a prompt course of action.  It is
important to note that a Presidential Dec-
laration is not required prior to requesting
or receiving the SNS assets.

Rapid Coordination, Transport, &
Transfer of SNS Assets
In the event the 12-hour Push Package is
deployed to Hawai`i, the DOH will acti-
vate its Department Operations Center
(DOH DOC).  The DOH DOC will man-
age the SNS assets and as an operations

center, will be in sup-
port of the State Civil
Defense Emergency
Operations Center
(State EOC).

Upon the arrival of the
12-hour Push Package
at the designated re-
ceiving and storage site,
the SNS Program will
transfer authority for
the SNS materiel to the

state.  Concurrent with the transport of
the 12-hour Push Package, the SNS Pro-
gram will deploy its Technical Advisory
Response Unit (TARU).

A coordinated and
tested team of state
and local authorities,
led by a DOH On-
site Coordinator will
initiate the break-
down of the 12-hour
Push Package for dis-
tribution. The TARU
will remain on site to
provide assistance in
receiving and distrib-
uting the SNS assets
while a TARU liaison will be positioned
at the DOH DOC to advise and ensure
that the SNS assets are put to prompt and
effective use.

Planning, Training and Exercise
The SNS Program is part of a nationwide
preparedness training and education pro-
gram for state and local health care
providers, first responders, and govern-
ments (to include federal officials, gover-
nors� offices, state and local health
departments, and emergency manage-
ment agencies). This training not only ex-
plains the SNS Program�s mission and
operations, it alerts state and local emer-
gency response officials to the important
issues they must plan for in order to re-
ceive, secure, and distribute SNS assets.
Participation in these training and educa-
tion programs, by planners from the
DOH, has led to the development of  the
Hawai`i Strategic National Stockpile
Plan.

This plan, while detailed and specific,
was developed to assist all state, county
and private sector agencies to coordinate
and integrate resources to ensure that
SNS assets can be managed efficiently
and effectively.  Receiving, storing, dis-
tributing and providing SNS materiel and
supplies to the right place at the right
time and in adequate quantities will en-
sure that our island community is ade-
quately cared for during a public health
emergency.

Tabletop exercises, drill exercises and
most recently in August 2004 a statewide
SNS full-scale exercise were conducted

to test various func-
tional components of
the plan.  Receiving,
staging, storing, de-
livery and manage-
ment of SNS assets
have been exercised
and reviewed along
with the most chal-
lenging component
of the plan, the pro-
viding of medication
to the public at a
mass medication

clinic.  Through these exercises vital
lessons have been learned and incorpo-
rated into revising and strengthening the
overall plan, while networking among

continued on page 11
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Hawai`i�s Perinatal Hepatitis B Prevention Guidelines
Without proper post-exposure prophylax-
is, 70% to 90% of infants born to hepati-
tis B virus (HBV)surface antigen
(HBsAg)  positive women will contract
hepatitis B when the mothers are both
surface antigen (HBsAg) and e antigen
(HbeAG) positive.  Of these infected in-
fants, up to 90% will become chronic he-
patitis B carriers, 15%-25% of whom will
eventually die of hepatitis B related
chronic liver disease and hepatocellular
carcinoma.  However, with the proper
surveillance and preventative procedures,
90%-95% of these potential infections
can be eliminated.

In order to reduce Pperinatal transmis-
sion of hepatitis B disease can be reduced
by following , the Centers for Disease
Control and Prevention (CDC) and the
State of Hawaii Department of Health�s
(DOH) protocols and recommendations
are outlined below.  

Maternal Hepatitis B Screening
The Hawai`i Administrative Rules, Chap-
ter 11-156-8.1 require that all pregnant
women be routinely tested for HBsAg.
Testing must be performed by a U.S. li-
censed laboratory.  Any woman initially
tested outside the U.S. should be retested
prior to giving birth.  Ideally, testing
should take place during an early prenatal
visit.  However, if a woman has not been
screened prenatally, or her HBsAg status
is unavailable at the time of delivery, test-
ing should be performed on admission
for delivery.  Testing should be for sur-
face antigen and not surface antibody.
The attending physician should report all
positive hepatitis B surface antigen tests
to the Department of Health�s (DOH)
Perinatal Hepatitis B Program.  The DOH

department will then screen household
members and sexual partners of the he-
patitis B virus (HBV) carrier and provide
hepatitis B vaccination to susceptible
contacts, if indicated, through DOH clin-
ics.  

Chart Documentation
A hard copy of the mother�s HBsAg test
should be kept in her hospital medical
record.  In order to reduce misreporting
of the mother�s HBsAg status, which has
been discovered during DOH assess-
ments, a copy of the mother�s HBsAg
status should also be kept in the infant�s
chart (a preprinted line or box is also rec-
ommended).

Reporting
Pediatricians and hospitals shall report all
infants born to an HBsAg positive moth-
er and all infants born to a mother with
unknown HBsAg status to the DOH Im-
munization Branch at (808) 586-8309 in
Honolulu.  Copies of the obstetric nurs-
ing form and the vaccine administration
visit record form should be faxed within
24 hours to (808) 586-8301.

Post- exposure Prophylaxis
The CDC recommends that all infants
born to HBsAg positive mothers should
receive one dose (0.5 ml) of hepatitis B
immune globulin (HBIG) intramuscular-
ly, within 12 hours of birth.  The infant�s
first dose of hepatitis B vaccine should be
administered simultaneously with the
HBIG, but at a different site.  The second
and third doses of the vaccine series
should be administered at one to two
months and six months of age respective-
ly.  Testing all infants born to HBsAg
positive mothers for hepatitis B surface

antigen and surface antibody is recom-
mended at nine to 15 months of age, to
monitor the success of therapy.  Infants
who are anti-HBs positive and HbsAg
negative are protected and do not need
further vaccine doses.  Infants found to
be anti-HBs negative should be reimmu-
nized.

Infants born to women whose HBsAg
status is unknown at the time of delivery
should receive the first dose of hepatitis
B vaccine within 12 hours of birth, even
if blood test results are still pending.  If
the mother is found to be HBsAg posi-
tive, the infant should receive HBIG as
soon as possible, but no later than seven
days of age.  If the infant of an HBsAg
positive mother did not receive HBIG
within seven days after birth, it is impor-
tant that the second dose of vaccine be
administered on time at one to two
months of age.  

Pre-exposure Prophylaxis 
The Advisory Committee on Immuniza-
tion Practices recommends that infants
born to HBsAg negative women should
receive their initial dose of hepatitis B
vaccine in the first few days of life, prior
to hospital discharge.  The second dose
may be administered at one to four
months of age, and at least four weeks af-
ter the first dose.  The third dose may be
administered at six to 18 months of age.
The third dose should be at least eight
weeks after the second dose AND at least
four months after the first dose, and
should not be administered before six
months of age.

stakeholders has underscored the need of
a cooperative effort.  More exercises are
being scheduled in the near future to con-
tinually test our readiness to respond and
our preparedness to act.

The DOH�s goal is to ensure that if a pub-
lic health emergency occurs in Hawai`i
that requires the use of SNS assets, the
Hawai`i Strategic National Stockpile
Plan will be executed with ease, precision
and cooperation among all stakeholders
to mitigate and resolve the public health
emergency.

Adapted from a CDC article.

Submitted by Todd K. Inafuku, R.Ph.,
Pharmacist, Bioterrorism Preparedness
& Response Branch, Disease Outbreak
and Control Division.



Communicable Disease Surveillance

Selected Diseases by Date of Report*
Hawai‘i, 2004 Year-to-date Through September
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* These data do not agree with tables using date of onset or date of diagnosis.
**The number of cases graphed represent 10% of the total number reported.
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